Objectives -To measure variations in the Holland and Charlton classifications of avoidable death causes and to estimate the effect of the Spanish national health system on avoidable mortality. Design -Mortality in the Valencian Community was assessed between 1975 and 1990. The classifications of Holland and Charlton, used to assess avoidable causes of death, were compared. Holland's classification was then used to divide avoidable mortality into two groups -medical care indicators (MCI), which show the effectiveness of health care, and national health policy indicators (NHPI), which show the status of primary prevention. Comparisons were made with rates, group rates, and population rates. Trends and indices were also studied. Setting - Valencia, Spain, 1975-90. Results -During the study period, avoidable morality (only assessed by MCI) fell 63%, whereas the remainder of the mortality (non-MCI causes, that is all the nonavoidable causes together with the NHPI group) fell by 17%. Ifit is assumed that the mortality due to non-MCI causes indicates the overall effect of the environmental, social, nutritional, and genetic influences, then the difference between this and the MCI group would take us nearer the actual effect of the intervention of the health system.
It is obvious that the objective of a health system is the application of the best current scientific knowledge in real conditions. However, when the theoretical foundations indicate that a specific pathology is avoidable while practice shows the opposite, it seems necessary to assess the quality of the health care.
Rutstein" made a list of "unnecessary untimely mortality" in order to assess the quality of the health care; however, it was In practical terms, all studies on avoidable mortality use a selection of causes based on Rutstein's original list and generally omit infrequent causes of mortality. Many also omit causes, such as lung cancer and hepatic cirrhosis (originally included in Rutstein's list) and motor accidents (not included), whose avoidance is outside the scope of the health care services and belongs instead to the primary prevention field. The separation into causes that are amenable to secondary prevention or medical treatment (medical care indicators (MCI)) and those that are avoidable through primary prevention (national health policy indicators (NHPI)) comes from Holland's work,'01' and has been continued in some national'213 and international studies.
To study the evolution of avoidable mortality in the Valencian Community between 1975 and 1990 we compared the two most representative lists of death causes -those of Holland and Charlton. We aimed to assess mortality trends for both the MCI and NHPI.
Methods
The autonomous Valencian Community is in the east of Spain and has an approximate population of 4 million people, a 2-5% vegetative growth rate, and a birth rate of 11 per 1000 inhabitants. The work force is mainly involved in the service sector, specifically in tourism but industry and farming are also important and represent 15% of the gross domestic product of Spain.
DATA
The data were collected directly from the National Statistics Institute and from the mortality registry of the Valencian Community . Mortality data bases were created. These included five year age groups up to 75 years (the first five year period was divided into two groups, 0-1 and 1-4 years, as there are causes which are avoidable for the first year) and sex groups for each ofthe selected death causes and for the total of causes, during the period 1975-90. ofmortality only differed in relation to age (cervical cancer, asthma, Hodgkin's disease, and maternal mortality) and an individual study was not carried out (they were included in the overall research). We followed some reports'0-2 in which avoidable death causes (Holland's classification) were grouped as national health policy indicators (NHPI) and medical care indicators (MCI).
DESIGN OF THE STUDY
The annual evolution between 1975 and 1990 for the whole Valencian population was studied. Avoidable mortality rates were calculated, always per 100 000 inhabitants/year at risk, except for maternal mortality (per 100000 live born), perinatal mortality (per 1000 live born) and for malignant neoplasms of the cervix uterus (per 100 000 women). Rates were also determined for the age group 5 to 64 years for the groups Holland classification, NHPI, MCI, and Charlton classification, as well as the general non-MCI (without including the deaths that measure the efficiency of the health system -that is, the MCI cases).
Standardisation was direct. It was undertaken in relation to three populations; firstly using the 1981 census of the Valencian Community, secondly the Spanish population in order to make national comparisons; and thirdly by using the standard population of Table 3 The mean number of deaths per 100 000 for "avoidable deaths indcators" and the proportion of deaths by age and sex. The mean rates per 100 000 inhabitants for the period were then studied according to cause of death and adjusted to the standard of the Spanish population and that of Europe (table  5) . The NHPI was the most important with a mean rate of 5038, whereas men reached values of up to 87-95. We can make practically the same comments when applying the adjusted rates to the European Community, although the values increased proportionally. The Charlton classification chart, however, retained low values -7-12 for the total. The male rate was also noteworthy -it was 11 in the case of cirrhosis, 4 in tuberculosis, and 3 in motor accidents and lung cancer. However, in women (excluding specific causes for this group) we found values of 0415 for deficiency anaemias and whooping cough, 0O6 for hernias, and 0-8 for chronic rheumatic heart disease.
Adjustment of the trends of the standardised rates to the Valencian Community population (1981) for the period 1975-90 (table 6) Charlton classification (t = -7 98) were negative and significant (p<0 001). With regard to the different avoidable causes, all were negative, except for cervical cancer, hepatic cirrhosis, and motor accidents.
The figure shows the evolution of the standardised mortality rates (general and avoidable mortality -Holland's classification -and mortality for the MCI and NHPI) from age 5 to 64 years for the period 1975-90 in the Valencian Community (in a logarithmic scale). General mortality shows a slightly falling trend and the evolution of the avoidable mortality rates are importance -the MCI group and the NHPI, representing 11% and 19% respectively of the total mortality. Some similarities between the Charlton classification and the MCI must be taken into consideration as well as the fact that their relative difference is a result of cerebrovascular diseases, which accounted for 70% of the total MCI. In fact, the rates for the 5-14 and 15-44 year groups, both for men and women, are practically equal as cerebrovascular diseases are more common in old age. Secondly, it is important to mention the contribution of men to avoidable mortality, especially in the NHPI group, which showed a male rate of 5. The male rate was also important in the MCI group (1 45), despite the existence of diseases which only affect women, such as cervical cancer and maternal mortality. The same applies to the Charlton classification, although the male rate (1 -3) was slightly lower than the value for Spain, published in another paper covering the period 1975-84."'
The rapid decline in mortality for both the MCI group and in Charlton's classification seems interesting, as both showed a homogeneous answer in the research. On the other hand, the reduction in causes derived from health policies, promotion, and prevention present us with an important increase in other areas. As to specific causes, we find important reductions in deaths due to deficiency anaemias, acute respiratory infections, appendicitis, and chronic rheumatic heart disease. The joint assessment of the indicator group could also function as an indicator for the distribution of resources in the health sector, whereas the individual use of MCI could be as a quality control of the results of the health care process, and even as an indicator in relation to the management of the services through the assessment of their effectiveness; the NHPI assessment would provide valuable information about the efficiency of the primary prevention measures at a collective level and public health measures applied previously. The slight fall in general mortality over the period studied obviously coincides with a situation in which it is difficult to obtain considerable reductions in the rates. We must also take into account the fact that increased life expectancy (with the subsequent increase of the older population) increases avoidable mortality rates in most de- veloped countries. The same happens with the avoidable mortality rate, the reduction in its two components being most important. Indeed, the steeply falling trend in the MCI group points at achievements in health care; however, the increase in NHPI mortality shows the difficulties in improvement in this regard without carrying out major reforms in the public health arena. Some examples of these -mortality linked to tobacco,26 motor accidents,27 and mortality related to dieting habits28 -evidently require efficient measures, not only on a health basis, and results are not evident for some time as most of these diseases have a long latency period.
